Purpose of the Study: Assessing preferences for daily life is the foundation for person-centered care delivery. This study tested a new measure, the Preferences for Everyday Living Inventory (PELI), with a large sample of community-dwelling older adults. We sought to evaluate the tool's convergent and divergent validity, identify the most commonly held preferences within the sample, and explore relationships between gender and race and strength of preferences. Design and Methods: Randomly selected African American and Caucasian home health agency clients (N = 437) were interviewed using the PELI. Respondents self-reported functional ability, physical health, affect, mental health, and five domains of psychosocial preferences. The study examined correlations among descriptive variables and preference items and used logistic regression to estimate relationships between gender and race and 55 PELI items and 10 descriptive covariates. Results: The study found support for the PELI's construct validity, identified seniors' most strongly held preferences across domains, and revealed significant differences in preferences by gender and race. Implications: The PELI captures strongly held personal preferences and shows promise as a practical tool that allows providers to document client preferences and customize care accordingly.
"medical" model toward a holistic, bio-psycho-social approach in which all aspects of an older person's life are regarded as important. PCC has become a guiding principle for quality in nursing homes, assisted living and home health care (Center for Excellence in Assisted Living, 2010; Centers for Medicare and Medicaid Services [CMS], 2006 [CMS], , 2011a .
Several researchers have developed theoretical models of PCC. Although the frameworks highlight diverse elements, all agree on the importance of knowing the person (Happ, Williams, Strumpf, & Burger, 1996; Radwin & Alster, 2002; Suhonen, Valimaki, & Leino-Kilpi, 2005; White, Newton-Curtis, & Lyons, 2008) . White and colleagues (2008, p. 7) characterize this concept as "Every individual has a unique life story, cultural experiences, personality, and pattern of daily living … values, needs, and preferences. Knowing the person includes knowing what is important to that person." Services should promote continuity "between who the person has been and who the person is now, according to that individual's biography."
PCC also is a central element in several quality of life models. Atchley's (1989, p. 183 ) Continuity Theory proposes that "older adults attempt to preserve and maintain existing internal and external structures by applying familiar strategies in familiar arenas of life." Lawton and Nahemow's (1973) Competence Press Model contends that when an individual becomes physically or cognitively impaired, social and physical surroundings play a larger role in maintaining quality of life. Disabled elders are particularly sensitive to the demands and compensatory properties of surroundings. A familiar environment or routine can enhance quality of life, whereas unfamiliarity can trigger anxiety and agitation (Mirotznik & Ruskin, 1985) .
Preference-Based Care
Accommodating individual preferences may enhance outcomes in several ways. First, the process of assessment helps to build a relationship between caregiver and care receiver. Simply being asked systematic questions about preferences may prompt an individual to clarify values (Degenholtz, Kane, & Kivnick, 1997) and reminisce or engage in life review (Butler, 1963) . The subjective experience of being known, "telling one's story," and developing even a brief relationship with a staff member may help a person feel connected and valued (Wenger, 2001 ).
Furthermore, when staff members have good information about elders' preferences, the process and outcomes of care can improve. Studies document that care providers have better attitudes, greater empathy, and a stronger appreciation of care recipients' individuality when they understand preferences and history (Pietrukowicz & Johnson, 1991) .
The need-driven, dementia-compromised behavior model suggests that successful care builds upon a person's current abilities, personality style, history, and habits and adjusts the physical and social environment to accommodate physiological and psychological needs and preferences (Kolanowski, Richards, & Sullivan, 2002) . A small but compelling body of literature supports this approach. Frail seniors show improvements in food intake (Simmons & Schnelle, 2004) , continence (Thompson & Smith, 1998) , decision making (Whitlatch, Judge, Zarit, & Femia, 2006) , and care satisfaction (Applebaum, Uman, & Straker, 2006) . Also, accounting for preferences can help reduce agitation (Gerdner, 2000) and promote well-being and positive affect (Cox, Kaeser, Montgomery, & Marion, 1991; Lawton et al., 1998; Ruckdeschel, Van Haitsma, & Lawton, 1998) . Although focused on institutional samples, the research has implications for community-dwelling older adults.
Assessing Preferences
Several instruments assess client preferences in LTC. The CMS-mandated Minimum Data Set (MDS 3.0) for nursing homes has a 24-item "Section F: Preferences for Customary Routines and Activities" (CMS, 2011b) . Items were subjected to cognitive interviewing techniques, greatly enhancing the instrument's validity (Housen et al., 2008) . Because of its brevity, this section of the MDS can assess only a small number of preferences, many of which are broadly defined (e.g., "How important is it … to do your favorite activities?"). Numerous assessment tools look at a single preference-for recreational activities (Kolanowski, Litaker, & Buettner, 2005) , social activities (Richards, Beck, O'Sullivan, & Shue, 2005) , self-care (Cohen-Mansfield & Jensen, 2007) , or toileting (Schnelle, Cruise, Alessi, Al-Samarrai, & Ouslander, 1998) . Generally, studies have been limited to important but brief appraisals of personal values or relatively narrow aspects of everyday living.
Our project aimed to create a tool that assesses community-dwelling seniors' specific preferences across a wide range of life domains. The goal is to develop an instrument that provides formal caregivers with detailed, yet practical information for service planning and delivery. This article reports on the first time we fielded the Preferences for Everyday Living Inventory (PELI) with a sample of older adults.
Building a Case for PELI's Validity
To develop the tool, we used a concept mapping task, which allowed us to clarify which aspects of everyday life are important to older adults and how those aspects should be organized into conceptual categories (Carpenter, Van Haitsma, Ruckdeschel, & Lawton, 2000) . The concept mapping process yielded 5 PELI domains represented in 55 items: Social Contact, Growth Activities, Diversionary Activities, Self Dominion, and Enlisting Others in Care. Based on this information, we constructed the PELI, a self-report instrument to assess seniors' psychosocial preferences across many domains (Carpenter et al., 2000) .
The current project represents an initial step to establish the PELI's convergent and discriminant validity by examining the relationship between preferences and self-reported health characteristics in a large community-dwelling sample of elders. Also, we sought to describe the most commonly held preferences within the sample, as well as explore relationships between two demographic characteristics-gender and race-and strength of preferences. Although we could have explored other descriptive variables (e.g., education level, marital status, health service utilization, etc.), we selected gender and race as two characteristics, which may be associated with significant differences in the behavioral expression of preferences of everyday living. Because our study is one of the first to examine frail older adults' preferences for specific psychosocial activities, we looked to research on preferences in the medical care arena, which indicated there may be differences by gender and race (Bookwala et al., 2011; Degenholtz, Thomas, & Miller, 2003; Fishman et al., 2009; Raue, Weinberger, Sirey, Meyers, & Bruce, 2011; Suarez-Almazor et al., 2005) .
In examining convergent and discriminant validity, we advanced a set of a priori hypotheses concerning the relationships between health characteristics and preference responses. Our hypotheses were (H1) Respondents with greater functional impairment and need for assistance would have stronger preferences for autonomy and choice (Self Dominion) as well as medical and caregiver support (Enlisting Others in Care). This hypothesis is consistent with literature indicating that people receiving long-term care services have strong needs for autonomy and choice (Degenholtz, Kane, & Kivnick, 1997) . (H2) Respondents reporting better health and vitality would have less preference related to medical and caregiver support (Enlisting Others in Care). This is consistent with research showing a strong association among elderly asthmatic patients' perception of health status and self-reported quality of life with health care service utilization (Balkrishnan, Anderson, & Bowton, 2000) . Those with more pain would have greater preferences for autonomy (Self Dominion) as well as enhanced medical and caregiver support (Enlisting Others in Care). Also, they would have a stronger preference for diversionary activities. Cognitive behavioral therapy encourages scheduling pleasant activities to cope with chronic pain (Kerns, Sellinger, & Goodwin, 2011) . (H3) Those reporting better mental health and more positive affect would report stronger preferences for Social Contact, Growth Activities, and Diversionary Activities, whereas those with more depressive and negative affect symptoms would report fewer preferences related to social contact and activities. This accords with research finding an association between positive affect and activity participation, subjective time use and friend quality (Lawton, Winter, Kleban, & Ruckdeschel, 1999) , as well as between depressive and negative affect symptoms and lower interest in social contact and activity (Perlmutter, Bhorade, Gordon, Hollingsworth, & Baum, 2010) .
Design and Methods

Participants
Subjects were randomly selected from the client databases of the Visiting Nurse Service of New York (VNS-NY). Given data showing significant differences in the preferences reported by clients new to care delivery versus those with experience (Degenholtz, Kane, & Kivnick, 1997) , we stratified the sample to ensure that 25% of respondents had not yet received home health care services, 25% had received services for up to 120 days, and 50% had received more than 120 days of care. Respondents were excluded if they failed a brief telephone cognitive screen, the Orientation-Memory-Concentration Test (OMCT; Katzman et al., 1983) . Based on cutoffs reported in the OMCT validation study, weighted scores of 0-6 were presumed to indicate no cognitive impairment. Scores of 7-9 were more ambiguous. Interviewers were instructed to use clinical judgment in deciding whether respondents could complete the interview. Scores of 10 or higher signified cognitive impairment, and respondents scoring in this range were excluded from the study. The sample's mean OMCT score was 3.48 (SD 2.67). Because this study involved an initial validation sample, we began with cognitively capable elders. In a study now underway, we are testing the PELI with cognitively impaired individuals.
Of 850 randomly selected VNS-NY clients approached for study participation, 528 interviews were completed for an overall response rate of 68.2%. Non-enrollment reasons included: English language difficulties (n = 36); failing a cognitive screen (n = 24); death, hospitalization, or nursing home entry before the interview (n = 17); and refusal to participate (n = 185). Reasons for refusal included health difficulties (n = 90), lack of interest (n = 56), missing the interview or refusing to meet with the interviewer (n = 14), and refusal by proxy (n = 25; e.g., "my mother doesn't want to participate").
The sample was ethnically diverse with 60.6% (n = 320) self-identifying as Caucasian; 22.2% (n = 117) as African American; 9.7% (n = 51) as Hispanic; 6.3% (n = 33) as Caribbean American; 1.1% (n = 6) as Asian American; and 1 person as American Indian (Table 1) . Because most participants were Caucasian or African American, we focused on these 437 participants to investigate group differences. We excluded other ethnic groups from the analysis because their numbers were too small to permit interpretation.
Procedure
After passing the cognitive screening, participants were interviewed at home by trained interviewers and received a $20 honorarium. Interviews took 90 min and typically were completed in one sitting; participants who became fatigued had the option of meeting on multiple occasions. All respondents who began the PELI completed it.
Measures
Activities of Daily Living.-Five questions (2-point scale) from the Instrumental Activities of Daily Living (IADL) scale (Lawton, 1988 ) assessed self-reported competence at tasks including shopping, preparing meals, performing housework, handling finances, and traveling outside of walking distance. Also, seven questions (3-point scale) from the Physical Self-Maintenance scale (Lawton, 1988) assessed basic self-care competencies (Activities of Daily Living, ADLs) such as eating, dressing, grooming, walking, getting in/out of bed, bathing, and incontinence. For IADL and ADL scales, higher total scores signified greater impairment. Coefficient alpha for our sample was .88 for the IADL scale and .84 for the ADL scale.
Physical Health.-Selected subscales from the Medical Outcomes Study Short-Form Health Survey (SF-36; Ware, Snow, Kosinski, & Gandek, 1993) examined general physical health. Respondents used Likert-type scales for self-report. Specific subscales included: Vitality, a measure of energy and fatigue (four items, 6-point scale, coefficient alpha = .89); Bodily Pain, which assessed pain duration and interference with daily activities (two items, 6-point scale, coefficient alpha = .92); and General Health, an overall impression of health, a comparison to others, and expectations about future health (five items, 5-point scale, coefficient alpha = .75). Higher scores reflect more vitality, more pain, and better general health.
Positive/Negative
Affect.-The 10-item Philadelphia Geriatric Center Affect scales (Lawton, Kleban, Dean, Rajagopal, & Parmelee, 1992) consist of Positive and Negative Affect subscales. Respondents used a 5-point Likert scale to indicate the extent to which they felt different emotions that day. Higher scores represented more time experiencing a given emotion. Coefficient alpha was .80 for the positive affect scale and .87 for the negative affect scale.
Mental Health.-Four Geriatric Depression Scale (GDS) items (Yesavage et al., 1983 ) assessed current self-reported depressive symptoms. With a 2-point scale, higher scores signify more depression. This brief version has shown adequate sensitivity (93%) and specificity (63%) and a high correlation (r = .89) with the 15-item GDS (D'Ath, Katona, Mullan, Evans, & Katona, 1994) . Coefficient alpha in the study was .72. Also, the MOS-SF 36 Mental Health subscale (Ware et al., 1993 ) measured anxiety and depression (five items, 6-point scale, coefficient alpha = .81), with higher scores indicating better mental health.
Psychosocial Preferences.-The PELI assesses preferences on two levels. The first level asks respondents to rate 55 general items on Likert-type scales, whereas the second level poses more specific questions, which are answered in a dichotomous or open-ended format. Here, we focus only on the first level, where respondents rated PELI items on a 5-point scale: 0 ("not at all"), 1 ("no preference"), 2 ("a little"), 3 ("somewhat"), and 4 ("a lot"). During administration, interviewers reported that respondents had difficulty distinguishing the 0/1 and 2/3 responses; so, the PELI was rescaled such that "0" represented "not at all or no preference;" "1" combined "a little or somewhat," and "2" represented "a lot." Future studies will focus on whether this response scale remains the optimal response set for this scale.
Statistical Analysis
This analysis includes an overview of distributional characteristics of the 55 PELI items, including means, standard deviations, skewness, and kurtosis. Variables corresponding to ADL/IADL functioning, general health, mental health, and positive and negative affect were utilized in two ways. First, correlations among these descriptive variables and preference item responses were examined in light of hypothesized relationships to the PELI's convergent and divergent validity. Second, logistic regression (LR) was used to estimate relationships between gender and race and 55 PELI and 10 covariate descriptive predictors.
Results
Sample Description
Table 1 provides a demographic profile of the sample. The 437 respondents ranged in age from 61 to 102 years old, and most were women (76%). English was the primary spoken language for nearly 98% and 80.8% were U.S. born. On average, participants completed 11.45 years of education and had 1.75 children; 53.8% lived alone. Participants reported generally being unable to perform ADLs and IADLs without help. They were in good health, had low levels of depressive symptoms, and had greater positive than negative affect. Table 2 shows functional, physical, and mental health descriptive characteristics for the sample analyzed by gender and race.
Compared with men, women reported more bodily pain (t = 13.73, p < .0001), less vitality (t = 5.50, p < .02), and poorer mental health (8.28, p < .004). There were no gender differences for ADL or IADL functioning, general health, depressive symptoms, or positive or negative affect.
Compared with Caucasians, African Americans reported higher ADL (t = 9.79, p < .002) and IADL impairment (t = 21.43, p < .0001), better mental health (t = 4.41, p < .036), and fewer depressive symptoms (t = 3.79, p < .05). Racial differences did not surface in overall general health, pain, vitality, and positive or negative affect. Table 3 lists means, standard deviations, skewness, and kurtosis for the 55 PELI items, which were non-normally distributed. The nine normalizing functions in Stata's ladder program were unsuccessful in creating distributional normality. All 55 PELI items were uniformly leptokurtic, with peaking ranging from lower through higher mean scores, depending upon estimates and direction of skewness. Approximately 85% of PELI items showed either significant negative or positive skewness. The direction of skewness was toward rating preferences as "2," "like a lot." Fewer items skewed in the direction of 0, "not at all liked."
Distributional Characteristics of PELI Items
Convergent and Divergent Validity
Functional Status.-ADL and IADL scales were significantly negatively correlated with Self Dominion (r = −0.13, p < .01, respectively) and not correlated with preferences for Enlisting Others in Care.
Physical Health.-We found no significant relationship between either the SF 12 General Health or the Vitality scale and preferences for Enlisting Others in Care. However, there was a significant relationship between Vitality and preferences for Growth Activities (r = 0.13, p < .01). There was a significant positive correlation between self-reported pain on the SF12 Bodily Pain subscale and Enlisting Others in Care (r = 0.14, p < .01), but no relationship between self-reported pain and preferences for Self Dominion or Diversionary Activities. We found a significant positive relationship between Bodily Pain and preferences for Growth Activities (r = 0.10, p < .05).
Mental Health.-There was no significant relationship between the SF Mental Health scale and greater preferences for Social Contact, Growth Activities, or Diversionary Activities. However, a significant positive relationship appeared between Positive Affect and Social Contact, Growth Activities, and Diversionary Activities (r = 0.23, p < .01; r = 0.16, p < .01; r = 0.12, p < .05, respectively). There was significant negative correlation between depressive symptoms and negative affect and Diversionary Activities (r = −0.12, p < .05; r = −0.17, p < .01, respectively). No significant relationship was found between depressive symptoms or negative affect with preferences for Social Contact. *Correlation is significant at the 0.05 level (two-tailed). **Correlation is significant at the 0.01 level (two-tailed). ***Correlation is significant at the 0.001 level (two-tailed). Indicates one of top five least preferred items.
Pattern of Endorsed Preferences
Relationship Between Preference Responses and Race and Gender
LR of Race on PELI Items.-All PELI items and 10 Covariates (ADL, IADL, General Health, Pain, Vitality, Mental Health, GDS, Positive Affect, Negative Affect, and Education) were subjected to single-item LRs to identify significant predictors of race at a .05 probability level. Table 5 lists significant predictors under the "Univariate LR" columns, which include odds ratio (OR), standard error (SE), and z and p values of each regression. Functional covariates appear under the Covariates category. ORs > 1.0 show the odds of the PELI item emphasizing the characteristics of Caucasians.
The second group of columns in Table 5 , "Multiple Predictor LR" (MPLR), identifies only unique predictors in the PELI and Covariance item sets. These MPLRs were done independently on the PELI and Covariance sets. Blanks in columns for PELI and Covariance items indicate shared variances within these MPLR regressions. The significant unique predictors associated with several independent subsets of respondents were responsible for the multiple predictions. For African Americans, four distinct groups of respondents were responsible for the unique predictions within MPLR. The strong unique preferences for African Americans were for "religious affiliation of caregiver," "religious activities," "listening to the radio," and "privacy." The only unique preferences of Caucasians were for "drinking alcohol" and spending time "reminiscing." All other PELI preferences were shared within MPLR and were the reason why their uniquely significant coefficients in the individual LR turned out to be non-significant in MPLR.
The same pattern of findings was observed within MPLR with respect to significant covariate coefficients in individual LRs. The Education variable remained uniquely significant favoring Caucasian respondents, indicating Caucasian respondents completed more schooling. This was completely independent of other covariates. Conversely, African American respondents had more self-reported functional impairment (IADL) and Mental Health symptoms, and because of shared variance, ADL had a non-significant unique coefficient in MPLR, probably because of the overlap of common subjects within ADL, IADL, and Mental Health measurements. A suppression effect emerged with respect to Vitality in MPLR, indicating higher levels of self-reported Vitality among African American subjects.
A final MPLR pitted race against both PELI and covariance item sets. There was some trivial shaving of coefficients, but all predictors remained uniquely intact. Because the covariates did not affect the PELI predictors, the MPLR on the significant PELI items had a pseudo R 2 = .23, N = 437, LR χ 2 (6) = 116.91 (p < .0000).
LR of Gender on PELI Items.-In analysis on gender (male = 0; female = 1), there were 105 men and 332 women. Table 6 shows results of univariate LR and MPLR. In the MPLR on the PELI items (Table 6) , women had four items that displayed unique predictions: a very strong preference for "caregivers of the same gender," "taking care of things around the house," "doing volunteer work," and "decorating activities." Men had two PELI items of unique significance: the Social Contact item, "touching someone you care about," and the Self Dominion item, "learning things in a certain way." Three significant univariate covariates-Pain, Vitality and Mental Health-were entered in MPLR. Only Pain remained uniquely significant.
In the overall MPLR of gender on the uniquely significant PELI items and the covariate Pain, the PELI item, "volunteer work" was adversely affected, losing its unique variance to the Pain covariate; but Pain remained uniquely significant with its probability of significance lowering from p = .007 to p =. 019. As a result, the item, "volunteer work" was dropped from the MPLR on the PELI items. It had a pseudo R 2 = .5598, N = 437, LR χ 2 (5) = 269.78 (p < .0000).
Discussion
This project explored elders' reported preferences for everyday living, as assessed by the PELI in relation to sample demographic and health characteristics. Notes: ADL = activities of daily living; IADL = instrumental activities of daily living; LR = logistic regression; PELI = preferences for everyday living inventory.
It expands upon our previous work to construct a meaningful self-report instrument for assessment of psychosocial preferences of older adults. Feedback from those who took the preference inventory, and a professional advisory board, suggested the PELI possesses good face validity and comprehensively addresses important psychosocial preferences. Participants accepted the instrument well, engaged in the questions, and seemed to enjoy reflecting on their everyday preferences and priorities.
To date, most preference assessment instruments have been constructed using small, heterogeneous samples. This study allowed us to characterize preferences of a large sample of community-dwelling elders. We gained important information about the PELI's concurrent and divergent validity, as well as insight into preference patterns within this group.
Convergent and Discriminate Validity
Confirmed Hypotheses.-Respondents with greater functional impairment more strongly endorsed preferences related to autonomy (Self Dominion) and enhanced medical and caregiver support (Enlisting Others in Care). Those with more pain held stronger preferences for caregiver support. We found significant relationships between positive affect and preferences for engagement (Social Contact, Growth Activities, and Diversionary Activities) and between depressive symptoms and negative affect and Diversionary Activity preferences.
Unconfirmed Hypotheses.-Several variables did not produce results in the hypothesized direction. We did not find a relationship between selfreported health, vitality, and need for assistance and preferences for caregiver support. Also, we did not find the expected positive relationship between presence of pain and preferences for autonomy or Diversionary Activities; however, we did find a significant relationship with preferences for Growth Activities. This differential relationship may warrant future study.
We found no relationship between depressive and negative affect symptoms and preferences for Social Contact. Also, we did not find a positive relationship between better mental health and preferences for Social Contact, Growth, or Diversionary Activities, despite a significant relationship with positive affect. The SF Mental Notes: LR = logistic regression; PELI = preferences for everyday living inventory.
Health scale assesses the absence of negative affect compared with the presence of positive affect and appears to relate differently to social and activity engagement. Although contrary to our expectations, these non-confirmatory results raise interesting questions about the concept of "preference." Preferences range from recreational interests to social predilections, value-based interpretations, and customary routines. Given the diversity of these concepts, it may be premature to place faith in a priori hypotheses. Our work has led us to consider preferences in the context of Self-Determination Theory (SDT; Deci & Ryan, 2000) , which sees preferences as helping to fulfill psychological needs for competence, autonomy, and relatedness. Our future work will test SDT in the context of preference fulfillment and may lead to different hypothesized relationships.
To our knowledge, this study represents a first attempt to characterize the more strongly held preferences of a large sample of frail elders in the community. Several findings point to the PELI's utility as an assessment tool. Preference items from each concept mapping preference domain were represented in the 10 most strongly held preferences in this sample-a finding that lends support to the instrument's content validity. Moreover, the top 10 preferences provide an excellent starting point for clinicians interested in providing care that reflects the consumer perspective. By zeroing in on the 10 priorities, practitioners have a more focused set of preferences from which to begin a discussion about customizing care to the individual.
It should be noted that standard deviations for the sample show considerable and consistent variability in responses for almost every item. Thus, although some preferences are more popular in aggregate, a sizable number of respondents either do not prefer popular items or prefer unpopular items. Despite the fact that the respondents' responses tended to skew toward one side of the scale, the consistently wide standard deviations indicate that respondents use the entire scale to rate most items.
Comparing PELI Preference Responses with Gender Preferences Literature
Differences in gender-related preferences were unaffected after controlling for relationships between demographic, functional, physical, and mental health measures. This result supports the notion that the differences are indeed related to gender. In our study, women reported stronger preferences than men in four areas. They held stronger preferences for having a caregiver of the same gender, a finding consistent with past research (Chur-Hansen, 2002) . Also, women reported greater preferences for engaging in volunteer work, household tasks, and decorating. These findings are congruent with recent data (Manning, 2010 ; U.S. Bureau of Labor Statistics, 2011) as well as social constructions of women's domestic roles.
In two areas, men expressed stronger preferences than women. When learning new information, men preferred a hands-on approach. Research findings vary on older adults, gender, and preferred learning styles. In their study, Truluck and Courtenay (1999) found no statistically significant relationship between gender and learning style. Men more than women in our sample expressed greater interest in "touching someone you care about." Although touching can encompass a wide range of meanings and behavior, a national probability sample of U.S. adults aged 57-85 (Waite, Laumann, Das, & Schumm, 2009) found that men are more likely than women to have a partner, to be sexually active with that partner, and have more positive and permissive attitudes toward sex.
Comparing PELI Preference Responses with Literature on Preferences by Race
Several significant racial differences in preferences emerged in our study. African American respondents held stronger preferences for participating in religious services or practices and for caregivers with a religious affiliation. These findings are consistent with research documenting greater religiosity among African American elders (Taylor, Chatters, & Jackson, 2007) . Also, in line with a recent national Arbitron (2011) survey, African American respondents reported stronger preferences for listening to the radio. Privacy was the final area where African Americans had a stronger preference than Caucasians. Although we could not identify a close parallel in the literature, this finding is consonant with studies such as one on genetic testing, where African American adults (not elders) were more concerned about privacy and had less confidence in institutions (Singer, Antonucci, & Van Hoewyk, 2004) .
Caucasian respondents held stronger preferences for "drinking alcohol on occasion," a finding consistent with studies reporting that Caucasian older adults tend to drink more often than African American seniors (Kirchner et al., 2007) . Also, Caucasian respondents placed higher importance on spending time reminiscing. This result contrasts with previous studies, which found that African American elders scored higher on using reminiscence to understand themselves or teach others (Webster, Bolmeijer, & Westerhoff, 2010) .
When comparing our findings with the literature, it is important to keep in mind the heterogeneity within groups; we should not obscure unique preferences and variation among individuals and subgroups within race or gender categories. However, differences by gender and race suggest we should attend to and understand how preferences vary between different groups receiving care.
Limitations
This was the first time we fielded the PELI items in a sample of elders. As such, the study had several limitations, which will be addressed in future work. The first was a lack of consistency in domains. Cronbach alphas for the mapping-derived domain scores were disappointingly low. At present, preference domains reflect professional gerontologists' rather than elders' perceptions. Upcoming studies will examine the underlying factor structure of preference items with this and other samples of frail elders.
A second issue relates to the instrument's length and content validity. Several LTC professionals have questioned whether the PELI is too long to be practical; yet, few respondents have commented on this problem. To increase the tool's parsimony, we will study the test-retest reliability of preferences and identify items strongly related to satisfaction with care. Based on the findings, we may eliminate questions. Also, we will examine stability of responses, which, along with reliability, has clinical implications (e.g., for care planning content and frequency of preference assessment). In a National Institutes of Health study now underway, we are exploring these issues in a large sample of frail elders, many with cognitive impairment.
A third limitation is that our study did not have a diverse representation of older adults. Our results highlight the need to understand how seniors with different backgrounds may vary in relationship to their preference responses. In future work, we will test the PELI's applicability to older adults from more diverse racial and ethnic backgrounds. Also, we plan to include residents in assisted living and nursing home settings, as well as those with severe cognitive impairment or communication disorders. As studies show, seniors with cognitive loss can respond consistently to questions about preferences (Friss & Whitlatch, 2001 ). Additionally, we will explore the role of proxies (e.g., family, friends, and professionals) in conveying an older person's wishes. The research will build on work of Carpenter and colleagues (2006) , who analyzed concordance between PELI responses from adult children and their parents.
Conclusion
This study comprises a first step in demonstrating the PELI's value as a tool to capture comprehensive information about the psychosocial preferences of older adults living in community settings. The data can assist agencies to provide care that is more sensitive to gender and racial preferences, and most importantly, more attuned to individual preferences. Next steps are to test the PELI with diverse populations, refine the content, and tailor the reporting format so that agencies can use it efficiently to provide more person-centered LTC to older adults living in the community.
